Can we make sense
of pain without ‘tissues’?
or

Treating non-specific pain
a mechanism based approach to treating NSLBP

๏

Morten Hoegh PT DipMT(IFOMT) MSc Pain

Don’t blame the tissues
๏

it implies that the solution is tissue-repair!

๏

it brings causation between pain and tissue damage (pain-as-symptom)

๏

it may cause iatrogenic pain and decrease QoL in your patients
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Owner of Fysiocenter Aarhus, blog-writer @ www.videnomsmerter.dk, Board member at the Danish Physiotherapy Association
Accredited instructor in Sports Physiotherapy, Orthopedic Manual Therapy and Neuro Orthopedic Institute (NOI)
Health Team director for the National Danish Performance Team, Chairman of the Danish Society for Pain & Physiotherapy
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Pain is an experience that only
one can experience…

Biopsychosocial Model
๏

Not mutually excluding or separate factors
๏

๏

๏
๏

๏
๏
Observe
• body language
• behaviours
• semantics
• attitudes
• beliefs

Opposed to dualism - not expanding it (‘trialism’)

Does not explain pain, but a platform that try combine
1st person and 3rd person data
1st person data (reports, metaphors, narratives)
3rd person data (observations, measurements)

Enables us to study, discuss and understand pain
The ‘language’ is neuroscience

Describe
• feelings
• emotions
• metaphors
• similarities
• patterns
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Neuroscience

I argue that
๏

neu·ro·sci·ence noun \ˌn(y)u̇r-ō-ˈsī-ən(t)s\

we should not treat pain based on
๏

(Medical Dictionary)

!

๏

Medical Definition of NEUROSCIENCE
: a branch (as neurophysiology) of science that deals
with the anatomy, physiology, biochemistry, or
molecular biology of nerves and nervous tissue and
especially their relation to behavior and learning
—neu·ro·sci·en·tif·ic adjective

๏

๏

using the neuroscience to communicate 3rd person
observations and 1st person experience will help us
๏

“A language that may help us communicate about our
observations and the experience of the patients”
Measurements (e.g. biomarkers)
Observations (e.g. fear-avoidance behavior)
Reports (e.g. Pain Catastophising Scale)
Narratives (e.g. interviews)

๏
๏
๏
๏

๏
๏

๏

anatomical region - e.g. lumbar spine (low back)
tissue - e.g. disc (derangement)
intervention - e.g. manipulation (joint dysfunction)

recognise patterns and generate new theories
choose treatments and predict outcomes
systematically evaluate these theories

education in pain and nociception is best done by
international standards (IASP Curriculum) to
enhance multidisciplinary collaboration

5

6

ORIGINAL ARTICLE
Clin J Pain

!

Volume 27, Number 8, October 2011

Mechanisms-based Classifications of Pain
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Mechanisms-based Classifications of Pain

its generation and maintenance.1,2 Mechanisms-based
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pain infor
clinical
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Nociceptive

Musculoskeletal
Pain

Peripheral
neuropathic

Central
(sensitization)

- Usually intermittent and sharp with movement /mechanical provocation;
may be a more constant dull ache or throb at rest.
- Pain localised to the area of injury/dysfunction (with /without some
• Mechanical (e.g. strains)
somatic referral).
• Chemical
- Clear,
proportionate mechanical/anatomical nature to aggravating and
easing factors.
• Ischaemic (e.g. muscular instability)
Absence of:
• Inflammatory (e.g. sprains)
- Pain variously described as burning, shooting, sharp or electric-shock-like.
• (Thermal)
- Pain
in association with other dysesthesias.
- Night pain/disturbed sleep.
- Antalgic (i.e. pain relieving) postures/movement patterns.

- History of nerve injury, pathology or mechanical compromise.
- Pain referred in a dermatomal or cutaneous distribution.
- Pain/symptom provocation with mechanical/movement tests (i.e.
active/passive,neurodynamic, e.g. Straight leg raise test) that
move/load/compress neural tissue.

- Pain disproportionate to the nature and extent of injury or pathology.
- Disproportionate, non-mechanical, unpredictable pattern of pain
provocation in response to multiple/non-specific aggravating/easing factors.
- Strong association with maladaptive psychosocial factors (e.g. negative
emotions, poor self-efficacy, maladaptive beliefs and pain behaviours,
altered family/work/social life, medical conflict).
- Diffuse/non-anatomic areas of pain/tenderness on palpation.

FIGURE 2. A summary of the mechanisms-based classification system for musculoskeletal pain.

et al. (2011)

LBP.9 A mechanisms-based classification system for pain
comprising 3 categories may allow for the classification
of broader populations of patients and be more useful
clinically.
Although the classification system proposed in this
study was comprised of three categories it is acknowledged
that other “categories” of pain mechanisms may exist, such
as “autonomic,” “neuroendocrine,” and “neuroimmune”

Smart
K etneighboring
al. (2011)
“cross-excitation” of injured axons
from
uninjured neurons.29 And a patient with a dominance of
CSP may have pain secondary to one or more of the
following pathophysiological processes, such as “classic
dorsal horn-mediated central sensitization,” loss of spinal
cord inhibitory interneurones, or forebrain-mediated descending facilitation.30–32 The manner in which these different processes manifest, and the extent to which they may
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Best practice?
Sensory discrimination

Pain provocation

Temporal discrimination

Pain behavior
Self-reported
discrimination

Costigan/Woolf (2009)
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Basale principper for sensorisk stimuli

Suggesting a 1st/3rd person link
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Modified from Costigan, Scholz,!
and Woolf (2009)
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Treating pain according to
mechanisms
๏

Nociceptive pain
๏

๏

Inflammatory pain
๏

๏

Stimulus-independent + sensitization = control the pain and
expect reversibility = rapid improvement (days)

Peripheral Neurogenic pain
๏

๏

Stimulus-dependent = remove the stimulus (noci-generator)

…if it was just so simple!

Stimulus independent + pathological = treat symptoms and control
the pain = focus on QoL

Dysfunctional pain
๏

Stimulus independent, non-pathological = treat symptoms and
control the pain = focus on QoL
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Pain is more than nociception!

Placebo

Benedetti F et al. (2011)
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If you see this slide I was out of time !
sooner than I had hoped to be…!
!

You can get all slides for free on my blog:!
!

Treating pain is more about the
individuals involved in the treatment
than the technique they use!

www.videnomsmerter.dk
Get the slides on my blog:
www.videnomsmerter.dk

www.videnomsmerter.dk / morten@fysiocenter.dk
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